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Initial Comments

This is a Report of a Complaint Investigation
Follow-Up conducted by Greg Cates on February
18, 2016.

All of the previously cited deficiencies have not
been corrected and require further action.

Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

1. Based on observations the facility has not
maintained mechanical equipment in operating
condition. In the rooms with mold growth PTAC
units were inoperable or in some cases in vacant
rooms the PTACS were operable but not turned
on. Failure to provide operating HVAC units or
failure to operate HVAC units to provide
conditioned air is promoting mold growth in
resident rooms.

Findings on February 18, 2016:

In the rooms specifically listed but not
limited to those noted below PTAC
units were inoperable or turned off.

a. Rooms 16, 27, 32, and 29.
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